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tal cell density and undifferentiated messenchymal cells respec- 
tively in the tissue repair. Statistical for Windows: ANOVA Tuckey 
test with p<0,05 was used to statistical analysis. 
Results: At 7 days cell density was higher statistically in PRGF 
group, but at 14 days had not statistical diferences between two 
groups. The relation PCNA/Cell Density was higher statistically 
in PCB group than PRGF group at 7 days, but at 14 days did not 
exist (Table 1 ). 
Table 1 
Group Total Density PCNA-positive cells 
(cells × 10-3/mm 2) (% of total) 
7 days 14 days 7 days 14 days 
PCB 0.16 ± 0.05* 0.42 ± 0.07 60.54 ± 21.64"* 15.28 ± 8.39 
PRGF 0.31 ± 0.13" 0.36 ± 0.07 37.79 ± 26.98** 14.15 ± 7.36 
Values are means ± SD for five animals. 
Discussion and Conclusion: PRGF group showed a level of 
tissue repair more advanced than PCB. At 7 days the results 
showed statistical diferences in both parameters but at 14 days 
the parameters are similar. 
We think that PRGF group had avery early increase of PCNA 
cells in the first days because the undifferentiated cells find in 
early repair periods, and the growth factors cause an increment 
in the velocity repair, reached the peak of PCNA cells before 7 
days. The PCB group reached the peak of PCNA cells around 
7 days, because the repair process was observed slower than 
PRGF group. At 14 days there were not statistical differences be- 
cause after the peak is reached, a decrease in the density of 
PCNA cells exists. 
The more advanced tissue repair was observed in PRGF group 
at 7 days with statistically differences, but were similar at 14 days. 
Therefore, we think that it is necessary to make an study to eval- 
uate the tissue repair in a shorter period of evolution. 
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Purpose: Because of declining recruitment response rates and 
the necessity to screen large populations, efficient screening 
methods may aid study enrollment. We therefore adapted a 
postal survey method to identify hand OA and tested it in our 
outpatient clinics. 
Methods: To begin with, we modified an English survey for nodal 
OA (S. O'Reilly et al., Screening for hand osteoarthritis using a 
postal survey, Osteoarthritis & Cartilage 5:461-465, 1999). Our 
adaptations were to use U. S. terms and describe 1st CMC 
involvement. Later, a second survey version incorporated new 
drawings and a self-examination method. A convenience sample 
of outpatients appearing older than 60 and attending medical clin- 
ics for reasons other than arthritis was given the survey and then 
examined. Two experienced rheumatologists were the examiners 
(GM and MRC). ACR Clinical Hand OA classification criteria were 
used, and statistical analyses were done with SAS. 
Results: Among 352 subjects who completed either survey and 
an exam, hand pain was common (71%). 65% had hand pain 
more than three times in the previous year, and 36% had pain 
lasting longer than a week. By rheumatologist's exam, 41% had 
ACR Clinical Hand OA. Using the first survey (without a self-exam 
method) on 235 subjects, the group with hand OA underreported: 
the mean number of DIP s reported as OA-affected was 1.5, while 
exam showed mean 4.6. Tetrachoric/polychoric orrelation be- 
tween individual joint reports and exams averaged 0.70 with the 
first survey, and mean positive and negative predictive values of 
self-report were 74% and 80%, respectively. With the first survey, 
58 subjects had ACR Hand OA BUT did not recognize and report 
any joints affected. Because of this false-negative problem, we 
redrew the illustrations and incorporated a self-exam step. Us- 
ing the second survey on n = 119 subjects, there was less un- 
derreporting: mean reported DIPs 2.5, mean 4.6 by exam. Tetra- 
choric/polychoric orrelation with the second survey improved to 
0.8, and mean negative predictive value for OA target joints im- 
proved to 86%. Multivariate modeling was done to control for con- 
founding sex and age effects; the dependent variable was ACR 
Hand OA, while the survey responses were used as independent 
variables. The second survey had apparently higher ORs than 
the first (see Table 1). Using the second survey ORs, one who 
has hand pain more than three times during the previous year 
AND reports two DIPs involved is much more likely to have ACR 
Hand OA than someone who reports no pain and no OA features 
(OR > 2,000). 
Table 1. Stepwise-selected predictors of ACR Hand OA 
(second survey with self-exam) 
Self report of: OR (95% CI) p 
Pain > 3 times >999 (22 to >999) 0.0031 
no. DIPs involved 6.3 (1.9 to 20.3) 0.0023 
no. PIPs involved 3.0 (1.3 to 7.1) 0.0100 
Conclusion: While this screening survey does not obviate need 
for careful subject characterization, a simple self-administered 
questionnaire like this may aid screening large populations for 
subject subsets likely to represent cases or controls. 
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Flexion contracture (FC), the inability to fully extend the knee, 
may be present in knee OA. Loss of extension reduces fit and 
contact area of opposing joint surfaces, which increases local 
cartilage stress and may contribute to OA progression. A bent- 
knee gait may increase patellofemoral load. Our goals were to: 1 ) 
test the hypothesis that baseline FC increases risk of tibiofemoral 
and patellofemoral OA progression in the next 18 months; 2) ex- 
plore location and severity of tissue lesions in knees with FC; 3) 
examine the relationship of FC to pain and function. 
300 persons (71% women, mean age 72, BMI 31) with knee OA 
(K/L _> 2 in at least one knee and symptoms) had baseline FC go- 
niometric measurement, and baseline and 18-month semi-flexed 
knee x-rays with fluoro confirmation. OA progression was defined 
as worsening of joint space grade. The MRI protocol included T1- 
weighted spin-echo (SE), sagittal fat-suppressed dual-echo turbo 
SE, and axial and coronal fat-suppressed, Tl-weighted 3D-fast 
low angle shot (FLASH) sequences. Cartilage, osteophytes, bone 
edema, cysts, and menisci were scored. Function was assessed 
with the WOMAC function scale and chair-stand performance, 
and pain severity with VAS for each knee. From logistic regres- 
sion using GEE, odds ratios (OR) and 95% CI for OA progres- 
sion associated with FC presence were estimated after excluding 
knees with advanced OA. 
The presence of FC significantly increased likelihood of tibio- 
femoral OA progression (see table), an effect that was stronger 
in the lateral tibiofemoral compartment. FC did not increase odds 
